




In this paper, a transdiagnostic approach to assess-ment	and	intervention	is	proposed	as	a	method	to	
comprehensively address the complex behavioral 
health needs of individual children and adoles-





the term transdiagnostic will be used to describe a 
clinical approach that reduces reliance on diagnos-
tic	categories	for	treatment	planning.	Rather,	the	
proposed	approach	to	transdiagnostic	treatment	







mately half of those who meet criteria for a psy-
chiatric disorder will also meet criteria for at least 
1 other disorder, with most comorbid presenta-
tions	having	an	onset	in	childhood	or	adolescence.2 
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comorbidities	and	developmental	continuity	across	
the lifespan. Results from a longitudinal community 
study of children ages 9 to 16 revealed considerable 
concurrent	comorbidity,	with	25.5%	of	children	identi-
fied	as	having	psychiatric	comorbidities.	For	example,	
the odds of having an anxiety disorder among chil-
dren	who	had	a	depressive	disorder	were	25.1	times	
higher for boys and 28.4 for girls when compared to 
children without a depressive disorder. And the odds 
of	having	oppositional	defiant	disorder	among	boys	
and	girls	who	had	a	depressive	disorder	relative	to	
those without a depressive disorder were 20.7 and 
15.1,	respectively.4	Interestingly,	heterotypic	continu-
ity	(continuity	from	one	diagnosis	to	another)	was	
much stronger in girls than boys. For example, girls 
with anxiety were shown to be at higher risk for later 
development of substance use disorders.4 In order 
to	effectively	treat	and	maintain	therapeutic	gains,	
clinicians must be able to diagnose and treat a child’s 
primary	presenting	problem,	as	well	as	any	comorbid	
concerns. For example, a child referred for concerns 
related	to	disruptive	behavior	may	also	demonstrate	
anxious avoidance, depressive symptoms, and/or 
sleep	dysregulation.	If	these	comorbid	concerns	are	
not addressed, treatment outcomes will likely be poor 
and	short-lived.
The present paper argues that a comprehensive trans-
diagnostic	approach	to	pediatric	behavioral	health	
would	better	address	the	complex	needs	of	children,	












lot projects designed to address the measurement of 
transdiagnostic	mechanisms	will	be	described.	These	




sociated with pediatric behavioral health. 






within this system, in which the need for a common 
and reliable language competes with the reality of 
complex,	highly	comorbid	clinical	presentations.2 
Intervention	research	based	on	the	categorical	ap-



























dissemination.9 Furthermore, few of the EBTs that 
make	it	through	this	rigorous	validation	process	are	
ultimately	taught	in	graduate	programs	or	available	to	






















assessment that the advances in basic and transla-
tional	research	based	on	a	DSM	categorical	approach	
has stalled, and that a focus on underlying mecha-
nisms	may	be	a	more	effective	approach	to	real	ad-
vances in behavioral health research.12	Briefly	defined,	
RDoC	is	a	dimensional	research	classification	system	
that is rooted in behavioral neuroscience. Within the 










for clinicians is that the research base, which will 
result from RDoC, will no longer connect explicitly 
to	the	DSM.	As	such,	it	will	be	necessary	to	identify	
ways in which RDoC mechanisms can be measured 
and	addressed	in	clinical	practice.	Continued	dialogue	





With RDoC, the NIMH urges researchers away from 
studies	that	rely	on	current	classification	systems	
(DSM-5,	ICD-10)	and	towards	the	study	of	mecha-




perception,	social	communication).12 In line with 
the	RDoC	initiative,	the	transdiagnostic	approach	to	
behavioral	health	is	thought	to	reduce	emotional/

















mechanisms that underlie and maintain childhood 
psychopathology, making them appropriate targets 
for	intervention.	These	include	attentional	dysfunc-
tion,14 sleep,15	and	emotion	dysregulation.16	Addition-





rituals, and parental psychopathology.1 More distal, 
community-level	mechanisms	include	poverty,	ex-
posure	to	violence,	and	protective	cultural	factors.17 
Consistent with Frieden’s Health Impact Pyramid,18 
Hudziak	and	Bartels	argue	for	the	consideration	of	dis-
tal	factors	and	factors	that	have	not	traditionally	been	













explanatory power and parsimony.1 The advent of 
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RDoC	should	provide	further	clarification	about	how	
to strike this balance. In the interim, mechanisms 
















permissive, and/or inconsistent increases the risk 
for	developing	unhealthy	parent-child	interactions.	
These	unhealthy	interactions,	in	turn,	place	the	child	





subdivided into behavioral and psychological control. 






constraining verbal expression or discouraging inde-
pendent problem solving, thereby reducing a child’s 
ability to develop a sense of autonomy and indepen-
dence.23 Appropriate behavioral control is typically 
viewed	as	a	protective	factor	against	pediatric	behav-
ioral health concerns, whereas high levels of psycho-
logical	control	have	been	shown	to	negatively	impact	
the development and maintenance of both internal-








behaviors. For example, research has shown that a 
child’s	information	processing	biases	are	reinforced	
through discussions with parents, wherein anxious 
children	are	supported	in	selecting	avoidant	solutions	




morbid with a broad range of psychiatric disorders.27 
Though less studied in children and adolescents, sleep 
disturbance is common among this younger popula-
tion.28	Furthermore,	childhood	sleep	dysregulation	is	
associated with a range of psychopathology, including 
disruptive	behavior,29 anxiety,30 and depressive symp-
toms.31 Harvey et al argue that sleep disturbance is 
not only descriptively transdiagnostic	(ie,	commonly	
co-occurring	across	various	psychiatric	disorders)	but	
also mechanistically transdiagnostic. That is, Harvey 
and colleagues posit that sleep disturbance and psy-
chopathology	are	etiologically	linked.	They	provide	a	
review of possible neurobiological pathways that may 
explain	this	link,	including	the	association	between	
circadian genes and psychopathology, the bidirec-
tional	relationship	between	sleep	disturbance	and	
emotion	dysregulation,	and	the	relationship	between	
circadian systems and dopaminergic/serotonergic 
functioning.	The	group	outlines	clinical	implications	
of	the	transdiagnostic	nature	of	sleep	and	proposes	
a modular treatment for sleep disturbance in adults, 








have, when we have them, and how we experience 
and	express	them.”32	More	recent	definitions	have	
included	increasingly	nuanced	consideration	of	the	







ioral health concerns.34 
The	role	of	emotion	regulation	deficits	in	the	devel-
opment of both internalizing and externalizing disor-
ders	has	led	to	its	consideration	as	a	transdiagnostic	
mechanism.22,34	More	accurately,	emotion	regulation	






















brella literatures. For the purpose of this paper, infor-
mation	processing	includes	the	sequence	of	cognitive	





the development of both internalizing and externaliz-




















sion, anxiety, and aggression.42 Finally, the presence 
of	attentional	bias	across	both	externalizing	and	
internalizing disorders suggests its role as a transdi-






and Dishion presented preliminary evidence regarding 
the	relationship	between	basic	attention	processes	
(alerting	and	orienting)	and	both	internalizing	and	





Avoidance has been described as an occurrence in 














plays across disparate disorders. 
Avoidance as an independent process has perhaps 
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frequency	of	these	experiences.45 The process is a 
central	component	of	Hayes	and	colleagues’	Function-













ders, and chronic pain, as well as in improving paren-
tal	coping	and	parenting	practices.47 Furthermore, 
experiential	avoidance	is	widely	understood	to	under-
lie various childhood internalizing and externalizing 
disorders	and	thus	warrants	attention	as	a	transdiag-
nostic	mechanism	in	pediatric	behavioral	health.48
Transdiagnostic Intervention Programs 
Rapid	growth	has	occurred	in	the	number	of	theoreti-
cal	and	empirical	papers	describing	transdiagnostic	





4,200 results. Despite this rapid growth in the use of 










internalizing and externalizing disorders.
The Unified Protocols 
As with many areas of psychotherapy research, early 
models	of	transdiagnostic	intervention	originated	


























ate by reducing the amount of jargon, increasing 
time	for	rapport	and	motivation	building,	increasing	
frequency	of	experiential	exercises,	and	adapting	the	
program to include parents.54 The program has dem-
onstrated	efficacy	in	the	concurrent	reduction	of	both	
anxiety and depressive symptoms in a sample of 59 
adolescents	presenting	with	high	rates	of	comorbidity	
















clinical	populations57 and reduce anxiety and depres-





ries. In order to meet the varied needs of children 




programs focus exclusively on comorbid depression 
and anxiety. Given that childhood behavior problems 
represent the most common reason for referral to 
pediatric mental health services,59 a comprehensive 
transdiagnostic	approach	to	pediatric	behavioral	









that focus on underlying mechanisms of psychopa-
thology, rather than on symptoms and diagnoses. 
The MATCH-ADTC 
The Modular Approach to Therapy for Children with 
Anxiety, Depression, Trauma, or Conduct Problems 
(MATCH-ADTC)	is	distinct	from	interventions	such	
as	the	Unified	Protocol	in	that	it	extends	focus	with	
components designed to support the treatment of a 
broader	range	of	problems,	adding	disruptive	behav-
iors	and	traumatic	stress	to	the	Unified	Protocol’s	
focus on anxiety and depression.60 The treatment con-
sists	of	33	freestanding	modules	drawn	from	cognitive	
behavioral therapy and behavioral parent training, to 
be used in the treatment of youth ages 7 to 15 years. 







of 174 youths with clinically elevated anxiety, depres-
sion,	and/or	disruptive	conduct	symptoms,	MATCH-
ADTC was compared to standard manualized treat-
ment	(cognitive	behavior	therapy	or	behavioral	parent	
training)	and	usual	care.	The	program	outperformed	
both control groups in symptom improvement trajec-




















progress in the area of modular treatment approach-
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common across varied EBTs.64 To bridge the gap be-
tween	“common	elements”	approaches	(eg,	MATCH-
ADTC)	and	transdiagnostic	approaches,	additional	
research is needed to clarify whether common ele-
ments	treatment	components	target	and	effectively	
treat	specific	transdiagnostic	mechanisms.	For	exam-
ple, it seems likely that the common treatment ele-
ment relaxation positively	impacts	the	transdiagnostic	
mechanism emotion regulation, which likely leads to a 
reduction	in	symptoms.	Research	is	needed,	however,	
to	identify	and	define	such	relationships	among	com-
mon treatment elements, underlying mechanisms, 
and behavioral health. 
Transdiagnostic Assessment
















accurately explain pediatric behavioral health prob-
lems.	Although	many	skilled	clinicians	already	attend	
to the role of mechanisms in their clinical formula-
tions,	the	lack	of	validated	mechanistic	assessment	
tools limits the extent to which clinicians and re-
searchers	can	explicitly	and	objectively	measure	these	
mechanistic	processes.	Because	mechanisms	are	not	
















Response	to	Stress	Questionnaire,70 the Avoidance 
and	Fusion	Questionnaire,71	the	Emotion	Regulation	
Questionnaire,72	and	The	Parenting	Scale.73
Although the majority of these measures were not ex-
plicitly developed for the purpose of measuring mech-
anisms,	their	potential	as	transdiagnostic	measures	
warrants	further	attention	and	study.	However,	given	
that these measures typically assess the presence of 
individual mechanisms, clinicians must use several 
measures in order to evaluate numerous mechanisms, 
which	can	become	costly	and	time	prohibitive.	Thus,	
development	and	validation	of	a	unified	assessment	
instrument aimed at simultaneously measuring the 
presence	of	multiple	core	mechanisms	is	needed.	















velopment process, it became apparent that the lack 


































evaluate the presence of any psychiatric diagnoses, 
while	also	evaluating	the	presence	of	pertinent	un-
derlying mechanisms. At the beginning of the intake 
appointment,	patients	and	caregivers	are	asked	to	
identify	the	3	problems	of	greatest	concern	to	them	
and to rate the severity of those problems on a scale 
ranging	from	0	(not	at	all)	to	10	(very	much).	This	
consumer-guided	“top	problems”	assessment	ap-
proach was developed by Weisz and colleagues74 in an 
effort	to	support	clinicians	in	efficiently	and	system-
atically	using	evidence-informed	treatment	planning	
and progress monitoring tools. Furthermore, the top 















ent mechanisms, and strategies employed to manage 














and treatment planning. However, responses also 
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currently underway to address concerns regarding 
the	feasibility	of	the	transdiagnostic	interview	and	to	
continue	to	enhance	its	utility	in	identifying	mecha-












feelings, behaviors, and outcomes associated with 
this top problem. During the second visit, families will 
engage	in	a	revised	semi-structured	clinical	interview	
informed	by	functional	assessment	and	behavior-
chain analysis principles in order to gather informa-
tion	regarding	underlying	mechanisms	and	functional	
















available to accomplish this goal. Item development 
was guided by relevant theories underlying a transdi-
agnostic	approach	to	pediatric	mental	health.	Specific	
items were generated based on a review of the em-
pirical	literature	of	pertinent	mechanisms,	as	outlined	
above.	Items	with	high	factor	loadings	on	previously-
validated measures were referenced to inform the 
development	of	specific	items	on	each	measure.	See	
Table 2 for a summary of items referenced from other 
measures, as well as their associated factor loadings 
based	upon	previously-conducted	studies	examining	
the	psychometric	properties	of	these	items.	These	










readability of the items developed and to assess the 
feasibility	of	completing	these	measures	during	an	in-
take appointment. Preliminary data have demonstrat-
ed good understanding of the items on both the child 
and	parent	measures,	and	completing	these	measures	
during the intake appointment has been shown to be 





















adolescent behavioral health problems. More work 
is	needed	to	expand	pediatric	transdiagnostic	treat-










disorders are conceptualized and treated.
Table 1. Excerpt	from	original	transdiagnostic	interview,	including	top	problems	and	mechanism-focused	 
questions.
PROBLEM LIST	(0=Not	at	all;	10=Very	much)
Top 3 Problems (per caregiver): 
Problem 1:  
Problem 2:  
Problem 3: 
Top 3 Problems (per child/adolescent): 
Problem 1:  

















Antecedents/triggers of avoidance:  
Consequences	(punishment	or	reinforcement)	of	
avoidance:  
Avoidance usually stops when: 













Difficulties	in	Emotion	Regulation	Scale .85 I can’t control what I say or do.
Difficulties	in	Emotion	Regulation	Scale .88 I have trouble understanding how I am feeling.
Emotion	Regulation	Questionnaire72 .66 I try to hide my feelings or keep my feelings to myself.
Information	Processing
Response	to	Stress	Questionnaire70 .72 I deal with my problems by wishing they would go away.
Emotion	Regulation	Questionnaire .76 When	I	want	to	feel	better	about	something,	I	change	the	




Response	to	Stress	Questionnaire .81 I deal with a problem by pretending it has not really hap-
pened.
Response	to	Stress	Questionnaire .79 I	engage	in	other	activities	(eg	eat,	sleep,	play	video	games)	
to distract myself from feeling upset.
Avoidance	and	Fusion	Questionnaire71 .59 I push away thoughts and feelings I don’t like.
Parenting	Practices
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